Investigations carried out by the Department of Genito-Urinary Medicine revealed positive TPHA, FTA and VORL (titre 1 :32). The patient was therefore treated with intramuscular Triplopen 1.25 mega units daily for fourteen days. By July 1981 the VORL titre had fallen to 1 :4.
Discussion
The anetodermas may be classified as primary (idiopathic) or secondary. Of the two types of primary anetoderma, the more common is anetoderma of Jadassohn-Pellizari in which the areas of atrophy are preceded by erythematous or urticarial lesions. Anetoderma of Schweninger-Buzzi is rare, occurs mainly in women and the lesions arise de novo without any preceding eruption. Secondary anetodermas follow certain recognizable inflammatory cutaneous diseases of which the most common nowadays are acne and varicella, followed in frequency by syphilis, cutaneous tuberculosis, leprosy, lupus erythematosus and lichen planus (Goltz & Burgdorf 1979) . Lesions of anetoderma on the trunk may also accompany acrodermatitis chronica atrophicans.
Forty or fifty years ago, syphilis was by far the commonest cause of secondary anetoderma (Chargin & Silver 1931 , Scull & Nomland 1937 , but was apparently seen more frequently in the United States than in Great Britain (Dowling 1927) . The history and positive serological tests in our patient indicate that he had latent syphilis at the time of presentation and that this was the most likely cause of his anetoderma. The lesions of anetoderma secondary to syphilis usually appear in the early secondary stage of the infection, but have been reported as occurring for the first time in tertiary syphilis and have also been noted in congenital syphilis (Chargin & Silver 1931) . Scull & Nomland (1937) described two distinct clinical types of syphilitic macular atrophy which are in fact seen together in our patient: disseminated, symmetrical, atrophic lesions in a pityriasiform distribution on the trunk and scattered, asymmetrical, more well defined lesions which are less numerous.
It seems probable that the lesions of anetoderma result from the destruction of elastic fibres by the inflammatory process; but whether they replace those of the secondary eruption or arise independently remains a point of controversy, since the transition is rarely documented and there is no histological evidence of syphilis in the lesions of anetoderma by the time they have developed. Dowling Unusual lump in the groin t
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A lump in the groin can often be a difficult diagnostic problem. Hobsley (1979) states that a tense, tender lump without a cough impulse at any hernial orifice, must be diagnosed as strangulation of the appropriate hernia unless there is strong evidence to the contrary. A case is now described in which a painful lump in the groin, diagnosed as a strangulated inguinal hernia, was found at operation to be an extragenital seminoma associated with a regressed testicular primary. Extratesticular seminoma is a rare tumour, usually unsuspected until the histology is available.
Case report
A 67-year-old retired shop manager was admitted to hospital complaining of abdominal pain, nausea and the presence of a tender lump in the right groin. He had presented 4 years previously with a painless lump above the right testis which was judged clinically to be a spermatocele. His general health was poor at the time and further investigation was not carried out. Shortly thereafter he noticed a lump in his groin, which appeared on standing and coughing and disappeared on lying down. He supposed this to be a hernia, but did not seek treatment.
His admission was precipitated by this lump becoming irreducible for 48 hours, with increasing local tenderness and nausea. On examination he was fit-looking, apyrexial but distressed, with a soft abdomen and normal bowel sounds. A tense, tender lump was palpable at the external inguinal ring and no cough impulse was detectable. Both testes appeared normal on palpation. A diagnosis of strangulated inguinal hernia was made and an emergency operation performed. The right groin was explored through a supra-inguinal incision, revealing a tense, oedematous mass emerging from the external ring. On dividing the external oblique aponeurosis through the external inguinal ring, a mass was found occupying the spermatic cord from 1 em distal to the internal inguinal ring to 2 em above the epididymis. After placing a soft bowel clamp across the cord above the swelling, the mass was explored. It appeared neoplastic and orchidectomy was performed, the spermatic cord being divided at the level of the deep inguinal ring. Postoperative recovery was uneventful.
Histopathology: The testis was found to be partially replaced by a gelatinous tumour. The cord was replaced by white haemorrhagic tumour. On section the testis was found to be largely replaced by hyalinized, acellular fibrous tissue showing no evidence of malignancy. The swelling in the spermatic cord was composed of seminoma with areas of necrosis and chronic inflammation. The resected end of the spermatic cord was free of tumour. The specimen was considered to be a rare example of extragenital metastatic seminoma associated with a regressed testicular primary.
Management: A search was made for metastases. Chest X-ray, intravenous pyelography and lymphangiography were normal. Serum HCG and alphafetoprotein were not elevated. The patient was treated along conventional lines by a combination of radiotherapy and chemotherapy. He died of unrelated causes one year later.
Discussion
For many years the existence of primary extragenital germ cell neoplasms or dysgerminomas has been disputed. Prym (1927) described a patient with widespread choriocarcinoma and a small fibrous nodule in the testis, from which he considered the tuinour had arisen. Complete regression and fibrous replacement of the primary tumour had occurred after development of the metastases. Supporting this, Rather et al. (1954) described 24 patients with testicular malignancy in whom the primary neoplasm had undergone maturation and regression in the face of rapid growth of metastases. Of these, 7 had scar tissue in the testis, 9 had foci of seminomatous tissue in addition, and 8 had cysts and tubular structures in the scar tissue, containing calcium and haemosiderin. Azzopardi et al. (1961) later showed histochemically that these structures consisted of phospholipids, protein debris, DNA, mucoid substances and calcium phosphates. These were shown to have originated from necrosis of undifferentiated neoplastic tissue of germ cell origin and to represent the remains of primary dysgerminomas. Controversy as to whether primary extragenital germ cell neoplasms existed or whether they are metastases associated with regressed primary tumours continued, and Abell et al. (1965) listed strict pathological criteria for supporting a diagnosis of primary extratesticular seminoma. However, Azzopardi & Hoflbrand (1965) again stressed that retrogression with scarring occurred in testicular seminoma as wellas other dysgerminomas. Medini et al. (1979) stressed the excellent prognosis of patients with extratesticular seminoma, based on a review of the literature. Partial or complete resection of the gross tumour mass was recommended, followed by postoperative tumour irradiation. Provided the patients were regularly reviewed for testicular changes, orchidectomy was felt to be unnecessary. Burt & Javadpour (1981) reported the median survival of 28 patients with extragonadal seminoma to be 47 months, which compared favourably with a mean survival of 4 months in 17 patients with extragonadal non-serninomatous germ cell tumours. They concluded that orchidectomy was unnecessary, the prognosis of extragonadal seminomas being excellent without orchidectomy and that of non-seminomatous tumours being dismal and unaffected by orchidectomy.
The patient described here was extremely unusual in his presentation. Orchidectomy was essential in order to gain adequate tumour clearance and, indeed, was necessary to reach a diagnosis.
